. MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH. 53028734

DEPARTMENT OF FUBLIC HEALTH AND WELFARE
Rociotrerion Distoicr I _/ﬁ , o; oo STATE FILE NUMBER
DO NOT WRITE AMENDED I egistration Dinteict No. .- rimary Registration District No. _ﬂ._-_....-_.--__kegmur s No. .".._

ON THIS 5TUB FII %Ir ”” é 51953
PLACE OF DE 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence pefare

a. COUNTY JACKSON a. STATE MISSOU'R& COUNTY JACKSON adminsion)

b. Cot:r {lf outside corporare limits, give TOWNSHIP anly) Length of atay in b c. CITY Inside Limits

TOWN  KANSAS CITY S. TOWN Yes OO N
/5 Ao - KANSAS CITY o0

< ECUOL;PT#ATEOIOJ (I NOT in hopital, give location) lmiy Limirg d. ASII;%EREE'SS {If cutside, give location) Reside on Farm

INSTIUTION v A BOSPTTAL Ys § No D 3500 FAST QTH STREET Yes O No O

3. MAME OF _DECEASED First Middle Last 4. DATE Month Day Year
[Type or print) OF

THORNTON Wﬂm , 1963
5, SEX 4. COLOR OR RACE 7. Marriedyf)  Naver Marrisd [] |8. DATE OF BIRTH | % AGE (loy! birthday) | IF UNDER T YEAR IF UNDER 24 HR

Widowed [ Divoreed 3 62 Months Days I Houra Min.

V5§ 300
Rev. 4/59

1

2 7188
3

DATE AMENDED

e 1,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY H. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY
during moyt of waorking lifs, even if retired)

Four Aoundey Compuny | Wappleo, Towa U.S.A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

_Iamn_uaimi%ht—.__mm_olﬂﬁll waimight_h
15, WAS DECEASED EVER IN T.5. ARMED FORCES? 16. SOCIAL SECURITY NO. I 17. INFORMANT- ress.
{Yes, no, or unknown)l (If yes, give war or dates of servi Emily Wa.:[_nwrigﬁ‘t" Wife 30 3 N 22

18. CAUSE OF DEA'!H {Enter only one cause per line vor o amaoe IN'IERVAL BETWEEN
FART |. DEATH WAS CAUSED BY: CONSET AND DEATH

immeDIATE cause () Confluent bronchopneumonia

Conditioms, if ay,]  DUE TO (b} Jebilatation, edvanced
which gave rlae to
above cause la),

ing the under.
Iying” covse. luat. oue 10 (0 Metagtatic undifferentasted carcinoma

PART II. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nov related to the lerminsl PART NI, If deceasad was fomale was
disesve condilion given in PART | (a} there a pregnamcy in last 90 days.

ID Yer I O Ne | {J Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
a m]

-
=z
w
p-
=]
(v
e}
[a]

20<. TIME OF Month, Day, Year |
INJURY am.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (6.9, in or shour home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [J farm, taciory, street, office bldg., etc.}
NOT WHILE AT WORX [J

2'!VA attended the deceased frouulu.n.e_s_,_].%-s—- M@m_ﬂmmmwm

Q Qq ___BLm on the date sated above, and ta the best of my knowledge, from the cavses stated.

228, $IGNAYURE [ i i 1&2 or title) M N) 22b. ADDRESS 22c. DATE SIGNED
F CbH'F'R VA Homspital, Kensasg City, Mo. 6-26-63

QGGREMATION 23b. DATE 29¢. NAME QF CEMETERY OR CREMATORY = 23d. LOCATION {City, tawn, or county) {State}
G r y, A8

Bavie ] 4/25’//f‘3 Keav. na_Lmﬁ'gc 4 Aesveawortte so §
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY *

| Fr Mo Knmus by lonses| b-27.63 N ocoth, Loy

L4 d_
(Licensed Ermnbalmar’s Statement on Raverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

-




ﬁATE_MEN'I' BY LICENSED-EMBALMER

' } S A oo .
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

PO oY

or by C o e Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. ‘5—44 %
P. O. Address ﬂé‘ NernsSag
S B

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license).
if embalmed by a STUDENT, he also shall sign in his OWN. handwriting.
+. If this body-is' not embalmed,fact should be so stated above,

~ - - -~ -




